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On July 5, 2006, a fecertification. survey was
conducted. It was determined that the facility
failed to be in compliance with the Condition of
Participation of Client Protections. On August 14,
20086 a follow-up survey was completed and it™
was determined that the facility was in substantial
compliance with the Condition of Participation of
Client Protections.

A maonitoring survey was executed on January 16,
2007. Fhe survey was conducted to verify
continued compliance with the Condition of
Participation of Client Protections. Six elients (
three male and three female) with varying

ddgrees of disability reside in the facility. Three of
the six clients were randomly selected for the .
sample. The findings of thé survey were based

on interviews and the review of records including
incident reports.

The results of the survey revealed the facility

failed to maintain substantial compliance with the
Condition of Participation of Client Protections. ‘
W 122 | 483.420 CLIENT PROTECTIONS W 122

‘ Wiz2
-| The fagility'-must ensure that specific client 74
protections requirements are,met. %?%153 an’d“VIVll“ 5% W149, W133, W1§4’ 02/20/C

This CONDITION is not met as evidenced by:
Based oh interview and record review the facility
failed to provide evidence of the prompt
naotification of parents or guardians of significant

f incidents (See W148); failed to establish and/or
implement palicies that ensure clients' health and
safety (See W1408): 'failed to ensure that all
allegations of abuse were immediately reported to
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the administrator or to the Department of Health
iii accordance with State law, (See W153); failed
to thoroughly investigate incidents of abuse (See
W154); failed to ensure the prevention of further
potential abuse while the investigation was in
progress (W155) and failed to report the results
of the investigation within five working. days (See
W156).

The effects of these systemic practices results in
the failure of the facility to protect its clients and to
_ ensure their general safety and well being.

WV 148 | 483.420(c)(6) COMMUNICATION WITH
CLIENTS PARENTS &

The facility must notnfy promptly the client's

parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious illness, accident, death, abuse,
or unauthorized absence. .

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility faited to provide evidence of the prompt
nofification of parents or guardiaris of significant
incidgnts, for two of the three clients (Clients #2
and #3) included n the sample.

The findings include:

1. (Cross Refer W153) Interview with the
Qualifled Mental Retardation Professiona! (QMRP
) and review of the facility's unusual incident
reports and corresponding investigative

| summaries on January 16, 2007 at 11:24 AM
revealed the following incidents occurred:

a. On September 21, 2006 an incident report

W 48| wig ,
a. As stated, according to the Incident 02/
“Report reviewed, persons involved in .
Consumer #2’s care -and designated
persons of DOH were not notified. of
the 09/21/06 incident until 10/04/06.

The mformation was faxed to SRR
on 10/04/06. (See attached fax cover
sheet dated 10/04/06) However, the
QMRP has notified other parties in

. writing of the incident (See-attached
letters) and a copy of the incidemt
report is attached for DOH's review. In
the future all parties imvolved in =a
consumer’s carc will receive prompt
notification of an incident via telephone /;1//0'7’
by the IMC as soom as -suFﬁe:‘ent-'\/Tmﬂ
information is gathered. Further detajls
will be provided in writing after
medical intervention and  further
investigation, if ‘wamranted, is
concluded.
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W 148 | Cantinued From page 2 W48/ b, According to the Incident 02/2
documented, Client #2 "went into a behe_nvnor on Report i-eviewed - persons
e Y: hi ISlhﬁ [waf?te§312°g%?tr§§fat§§dvﬁﬁ rE“nr:adI:I mVOIVGd I Consumer #2°s care
wouldn't let her a '
my back. | told don't do that them | (held] her ?vefe notﬁ‘icd of the 09/07/06
hand down.._. incident, either the day of or the
) . following day of the incident.
Review of the corresponding investigation repz?'rt ( (See attached Incident Report
not dated) revealed Client#2 alleged she was déte d  09/07/06 and IMC
ked" by the staff member on the van. A )
choked” by : Notification Log)  However,
according to the Incident Report,
b. An incident dated Septemc?_erzl', 2006 rza\;etﬁtad designated persons of DOH were
Client #2 was observed In a client's room (& ot 1 ed of the incident. A
second provider lacation) "screaming and ' otifi incid mel £
hollering" about a staff person "pushing her." The ‘copy of the incident report 1s
client was then observed to strike a staff person attached for review by DOH. .
in the chest and then ran intoian(t):‘he; client's . (See attached Incident Report
bedroom, "fussing about tearing-the house up..."
The client was further noted to be cursing. dated 09/07/06)
Afterwards, Client #2 was noted to hit the staff ‘
person again in the neck and attempted to bite Please note that Consumer #2
the staff person’s hand. The client was then put does have an aunt that is -
in a"physical restraint" to "calm her down.” involved in her care, however,
Interview with the QMRP on January 16, 2007 at ‘she is not thf legal guardian.
1:45 PM revealed Chent #2 had an aunt that was Consumer #2’s .aunt was not
her legal guardian. At the time of the survey, the notified of the incident at the
facilitf‘faﬁle,gj to provide evid%_ncs t??rt\ Client#2's time, but has since been notified
legal Quargllan hs_;d peen natitied of the in writing by the Q _
aforementioned incident. ; Jin . MRP‘
VV 149 | 483.420(d)(1) STAFF TREATMENT OF w 149| According to the 11'1c1dent :
CLIENTS Report, her legal guardian,
. N was notified - of the
Thlc_z _facilitydm ust dgvelopt r?ntd _imﬁ.ls_r;nent written incident by the IMC on
policies and procedures that prohibi
mistreatment,.neglect or abuse of the client, 05/08/ 07.  (See attached IMC
Notification Log dated 09/07/06)
This STANDARD is not met as evidenced by:

If continualion sheel Page 3¢
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Based on interview and record review, the facility :
failed to establish and/or implement policies that . .
ensure the health and safety of one of the three w149 :
clients (Client #2,) included in the sample. Ny . s L
) ) _ . Based—m—ﬁae—mfmmaea_gwm_m 0220
The finding includes: WMW
u ﬁﬁﬂﬁﬁ—aud—othcr—emm V7 gv\/ »
The facility failed to implement their " Incident Surrounding the ICHIENE, Tlockingthe A4/
Management-Reporting Protocol” as outlined. stafl —persop—eut,—who_was—the ¥ - .
(Cross Refer W153) Interview with the Qualified. feasitle. Xt appeared to the IMC that
Mental Retardation Professional (QMRP) and Consumer #2 was the aggressor and the
| review of the facility’s unusual incident reports staff member was protecting herself
and corresponding investigative summaries on’ and attempting to follow procedures as
January 16, 2007 at 11:24 AM revealed the * outlined in her Behavior Support Plan.
féllowing incidents occurred: . H"W“,"“: the two should have been .
S . separated in order to give Consumer #
a. On September 21, 2006 an. incident report "2 an opportunity to cabm down,
documented, Client #2 "went into a behavior on Consumer #2 has a history of striking
the van. She [wanted] to get out the van and | staff as well as making false allegations .
wouldn't et her off. She got mad and hitme in that they have hanped her when she
my back. } told don't do that then | [held)] her becomes  upset. During  the
hand down....” ' investigation, she recamted her
. allegation that the staff member choked -
Review of the corresponding investigation report ( -her. She also has a history of changing
not dated) revealed Client #2 alleged she was " her account of events. However, in the
choked" by the staff member on the van. future, to ensure that the comsumer is
e - “free from harm, the staff person’
b. Amincident dated Septerhber 7, 2006 revealed accused by the consumer and/or
Client #2 was observed in a client's room (at the coworker will be removed fiom the
second provider location) "screaming and consumer's carc until a thorough .
hollering” about a staff person "pushing her.” The investigation is completed despite any
client was then observed to strike a staff person previous history of false allegations
In the chest and then ran into another client's Jim made by the conswmer. The TMC will
bedrogm. "fussing about tearmg the house up..." ;L,[p’l'mnﬁm. implement this Process
The client was further noted to be cursing. along with the Shift Supervisor or
Aftemards,MC!lent #2 was noted to hit the sta_aff - Residential Manager if the Supervisor
person again in the neck and attempted to bite . is involved in the incident.
the staff person's hand. The client was then put
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W 149 | Continued From page 4 W 149 w pm‘ﬁ?n be monitored by the-
in a "physical restraint” to “calm her down.” Program Direcior and the
. ) - Administrator.
Review of the facility's " Incident Management -
Reporting Protacol” on January 16, 2007 revealed
procedures to be implemented by staff when
reporting an incident. According to the policy, the
fallowing events should occur: _ - _
- "If a staff person is directly invelved in this o ; : t ‘
incident, L.e. abuse or neglact, [the Incident Wf? 02/2
Management Coordinator] will inform the shift . . .
su%efrvishor to clock the involved staff member out b. Based on the information given at .T,q
until further notice. the time of the > incident ~t-was—not 2T
- "The Incident Management Coordinator will " R 9600 e
|mmed|ately call Answers Please to report the h"m beceuse it was °b5°“"’°d that
incdident. After which she will notify via telephone, Consumer #2 was oleasly the aggrossor
riot necessarily in this order and depending on the during the “incident. ~ As previously
saverity of the incident, the GQMRP, the noted, Consumer #2 has a history of
Residential Manager, the Administrator, any faisely accusing staff of harming ber
involved family members, the Case Manager, the when she is upset about a separate
attorney, the quardian, and-the Department of incident that the staff may not be aware
Health,” Documentation ef pofification should be of at the time. However, the accused .
\g!rde on the notification form developed,” ] staff should have been separated from
syl | &S deoenloect 1n NC:SWEN “Joo (Gt her to allow Consumer # 2 to calmn
“"}f applicable, the written incident report should down. In the foture, the staff person -
be forward to the appropriate officials immediately imvolved will be removed from the
( upon its enmpletion or within twenty-four hours ° i consumer’s -care until a ° thoroongh
fter the incident occurred.” + 1 investigation is completed and " a
u31?\.5, wall asdexribedin \‘(:-zs\vc/_QMl‘ el detenn?nation is made. P
- "Once the investigation report is completed to ) ]
mclude findings and recommendations a copy An investigation was conducted on
should be forwarded to the Administrator and September 12, 2006. According to
other appropriate officials within five business " documentation reviewed, it is yuclear if
ays after the incident occurred.* RN | L a copy was forwarded to the DOH and
ﬁ'{ﬂb will mﬂ)q_’ aockeanbed n\\ldvtv ! ey -419#' other appropriate officials. However, a
At the time of the survey, the facility failed to copy - was forwarded to the
pravide evidence that the aforementioned events Admjnistrator of Westview, Inc. (See
documented in the " Incident Management artached Investigation Report dated
: . 09/12/06) (Also see W148, 153, 156)
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W 148 | Continued From page 5 W 149 W
n . " y 48 ! 153 .
Reporting Protocol” occurred.  (See also w148, ) .
W153, W155, and W156) _ &  According 1o documentation | 02/20
W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153 reviewed, the DOH was sent a capy of :
CLIENTS o the Investigation Report via fax on
Octaber 4, 2006. The fax was sent by
“The Facility must ensure that all allegations of . the IMC to the attention of WEERE.
mistreatment, neglect or abuse, as well as (Sce attached Fax ‘Cover Sheet dated
injuries of unknown source, are reported 10/04/06 and Investigation Report)
immediately to the administrator-or to other Documextation does not indicate if the
officials in accordance with State law through DOH was sent a copy of the Incident
established procedures. Report * immediately following . the
) : - incident. ‘(See attached In¢ident Report
: ' _ ‘dated 09/21/06) (Also see W149) In
This STANDARD is not met as evidenced by: [ile futmre, all incident reports and
Based on interview and record review, the facility investigation reports will be sent to the
failed to ensure that all allegations of abuse were OH within the regulated timeframe.
immediately reported to the administrator ar o the This practice will be implemented By
Department of Health in accordance with State the IMC and monitored by the QMRP
Jaw, for one of the three clients (Client #2) and Administrator. 2 fasls
included in the sample. . b"fﬁﬁc\m mictrater VT M J—/“l 7
N ACcoriing—to—decamentation -
The findings include:” _ reviewed,—afl~persoas. _involved _in
Interview with the Qualified Mental Retardation fiie-cxeoption-of her-ant—S—Fitdges,
Professional (QMRP) and review of the facliity's and-a desi 1o o 9 ‘:

unusual incident reponts on January 16, 2007 at
11:24 AM revealed the following Incidents
ocourred: L
a. On September 21, 2006, Client #2 "went into a
behavior on the van. She [wanted] to get out the
van and | wouldn't let her off. She got mad and
hitme in my back. | told don't do that then [ [heid]

her hand down...."

Review of the corresponding investigation report {
nat dated) on January 16, 2007 revealed the

following:

- was notified in writing of the
incident and a copy of the incident
report is attached for review by DOH,
(See attached lemer, Incident Report
and IMC Docwmentation Log both
dated 09/07/06) The inci

and the investigation report notes that
the staff member states that she did not
choke Consumer #2 nor did the staff
who witnessed the incident observe
Consumer #2 being choked by the staff
member involved.
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'| Further review of the investigation revealed the

) reqwred-

On September 21, 2006, Client #2 was noted to
be on the facility van outside of the provider's
second group home. The incident report
documented that Client #2 wanted to exit the van
to go inside to speak to some of the employees.
The report further documented that other clients
were boarding the van at the time Client #2
wanted to exit the van.

Continued review of the report revealed a staff
member informed Client #2 that she could not exit
thevan, Client #2 was noted to grab the van door
handle as the staff member blocked her attempt
The incident report documenled that the
aforementioned actions occurred repeatedly, at
which time CIient#Q became agitated.

incident Management Coordinator interviewed
Client#2. Review of Client #2's statement
revealed Client #2 alleged she was "choked” by
the staff member on the van.

Additional review.of the incident report failed to
provide evidencé that the Department of Health
was notified. Interview with the QMRP on
January 16, 2007 revealed that the Department of
Healily Was notified on October 4, 2006. At the
time of the survey the facility failed to provide
evidence that the Department of Health was
immediately notified of the allegahon of abuse as

b. According to an incident report dated
September 7, 2006, Client #2 was observed in a
client's room (at the second provider Jocation)
screaming and hollering” about a staff person ”
pushing her." The client was then cbserved to
strike a staff person inthe chest and then ran into’

W153 Continued

Because Consumer #2 recanted
her statement the IMC concluded
her investigation and only make
mention of the abuse in the
investigative ' Teport.  Also a
.separate incidemt report was
written and is being submitted to
the. DOH for review. (See
attached Incident Report dated
09/21/07. In the futwre, all
allegations of abuse will be -
.investigated and reported to the
- proper  officials  within' the’
regulated timeframe. ~  This
practice will be implemented by
the IMC and monitored by the
QMRP and the Administrator.

Please -mote that because

Consumer #2 displayed a

noticeable increase in behaviors.
and aggression she  was

subsequently admitted to Seaton

House at Providence Hospital for

Psychiatric Care from 09/08 to

09/13/07. Her medications were

changed and at this - time

aggression and overall behavior
statas has improved. (See

hospital discharge papers dated
09/13/06)
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W 154

| calm her down.”

-gtaternents revealed Client #2 indicated she was

Continued From page 7’

another client's bedroom, "fussing about tearing
iHie house up..." The client was further rioted to
be cursing. Afterwards, Client#2 was noted to
hitthe staff person again in the neck and
attempted to bite the stalf person's hand. The
client was then put in a "physical restraint” to "

Review of the corresponding incident

investigation datéd September 12, 2006 revealed
Client #2 "went into a behavior because another
consumer, Client #6, took her key chain and
would not return it” Review of the summary of

upset and tried to "push pass” a staff person.
The cliént further indicated that a staff person ™
pushed her on the stomach in the struggle.” At
the time of the survey the facility failed to provide
evidence that the Department of Health was
immediately notified of the sllegation of abuse as
required.

Note: Additional interview with the QMRP and
review of the unusual incident report/investigation
revealed the client was hospitalized at a
psychiatric facility for four days (September 9,
2006:through September 13,72006)
483.420(d)(3) STAFF TREATMENT OF
CUENTS '

The facility must have evidenca that all alleged
violations are thoroughly investigated. -

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure allegations of abuse were
thoroughly investigated, for'one of the three
clients (Client #2) included in the sample.

W 153

W 154
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The ﬁndiﬁg includes:; :
wisd
1. (Cross refer W153, ) Review of unusual 1. See W153.a 02/20/
incident reports and investigations on January 186, .
2007 revealed an incident dated September 21, 2 See W153b 02/2.0/

W 155

2006. According the the investigation report for
' the aforementioned incident, Client #2 alleged
‘she was choked by a staff member.

Continued review of the investigation report .
revealed an audio recording was conducted of -
Client #2 at which timre she recanted her
aliggation of being choked. The investigation
repoit failed to document the time and date of the
recorded statement. "Further review of the

"investigation report failed te.document

information regarding when and/or if the facility
implemented measures to prevent Client #2 from
incurring additional harm.  Atthe time of the
survey, the facility failed to provide evidence that
the aforementioned incident had been thoroughly
investigated. ’

2. -{Cross refer W153, b.) Review of unusual
incident reports and investigations on January 16,
2007 revealed an incident dated Septémber 7,
2006. iAecgrding the the investigation report for
the aforementioned incident, ‘Client #2 slleged
she was pushed by a stalf member.

Continued review of the report failed to provide
evidence of whether or not the allegation was
substantiated. At the time of the survey, the
facility failed to provide evidence that the
afarementioned incident had been thoroughly
investigated. - '
483.420(d)(3) STAFF TREATMENT OF
CLIENTS
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The facility must prévent further, potential abuse
while the investigation is in progress.

This STANDARD is not met as evidenced by:
Based on interview.and-record review, the facility
failed to provide evidence that clients were
protected from further potential abuse while an.
allegation of abuse was investigated, for one of
the thrae clients (Client #2) included in the
sample.

The finding includes:

1. (Cross refer W153, a)) Review of unusual
incident reports and investigations on January, 16,
‘2007 revealed an incident dated September 21,
2006. According the the investigation report for
ithe aforementioned incident, Client #2 alleged
she was choked by a staff member.

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of the
investigation report (not dated) on January 16,
2007, failed to provide evidence regarding when
and/for if the facility implemented measures to * -
prevent:Client #2 from incuiring additional harm.
At the time of the survey, the facility failed-to
provide evidence that systems were implemented
to ensure Client #2 was protected from further
alleged abuse.

2. (Cross refer W153, b.) Review of unusual
incident reports and investigatiens on January 16,
2007 revealed an incident dated September 7,
2006. According the the investigation report for
the aforementioned incident, Client #2 alleged-

- W1s5°
1. See W153.b and W149.a

2. See W153.b and W149.b

02/2
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Continued From page 10
she was pushed by a staff member.

Continued review of the report failed to provide
evidence of whather or not the allegation was
substantiated. Interview with the. Qualified
Mental Retardatian Professional (QMRFP) and
review of the investigation report on January 16, .
2007, failed to provide evidence regarding when
and/or if the facility implemented measures lo
pravent Client #2 from incurring additional harm,
At the time of the survey, the facllity failed to
provide evidence that systems were implemented
to ensure Client #2 was protected from further
alleged abuse.

483.420(d)(4) STAFF TREATMENT OF
CLIENTS

The results. of all investigations must be reported
to the administrator or designated representative
Qr to other officials jn acecardance with State law
within five working days of the incident.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that investigations were reported
to the administrator or-designated representative
with in five working days of the incident, for one of
the three clients (Client#2) included in the
sample. :

The finding includes:

1. (Cross refer W153, a.) Review of unusual
incident reports and investigations on January 16,
2007 revealed an incident dated September 21,
2006, According the the investigation report for
the aforementioned incident, Client #2 alleged
she was ¢hoked by a staff member, Further

W 156

W 155

W156. o :
. 1. See W143.2 and W1438' 02/20/

2. See W153.6 and W148 ] 022200
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review of the investigation report revealed it was Plesse note that a new IMC was 2719/
g |

riot dated. At the time of the survey, it could not
be determined if the investigation was reported to
the administratar within five working days as

| required.

2. (Cross refer W153, b.) Review of unusual
incident reports and jinvestigations on January 16,
2007 revealed an incident dated Septamber 7,

2006. According the the investigation report for
the aforementioned incident, Client #2 alleged

_she was pushed by a staff member. Further

review of the investigation report revealed it was
signed by the Incident Management Coordinator
on Septéember 12, 2006, however, there was nb
evidence that the results of the investigation was
reported to the administrator within five working
days as required. -

carried out as stated.

put into place on 02/19/07 to aid
in ecnsuring the
Management Protocol will be

Incident
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A moniforing licensure survey was executed on 271
January 16, 2007. The survey was conducted to o ' )
verify coritinued compliance with licensure At the time of the survey the 02/20/0
'regulations. Six residents (three male and three personnel folders were available
ferhfale)' \tuith_rvharyingfgr?grges of ;I;sna:::vné rr:snde in 1 for iew by the Dep: ent. of
the facility. ree of the six resi ) i evl ' artm
randomly selected for the sample. The findings Health for- most of .Ehe
of the survey were based on interviews and the: employees for . the facility
review of records including incident reports. surveyed. However, the _SiX .
: direct care workers noted in this
1 271| 3513.1¢b) ADMINISTRATIVE RECORDS 1271 déficiency report were mew
Each GHMRP shall maintain for each authorized employees and ‘th@r %erso:lmel
~agency ’ s inspection, at any time, the following records were not transfemred to
‘| administrative records: the fac:.!]ty from the main office .
4 tor all staff including job at the time of the survey. This
(b) Personnel records for all staff including jo was not noted until the eV,
descriptions either at the GHMRP or in a central T - enrs of the £ 151““, Y
office and made available upon request; e contents oI the Iollowing
' employees’ record are attached
This Statute is not met as evidenced by: for review: Tk, SR, MER
Based on interview and record review, the & , Please note that S &
: - i, g I J
GHMRP failed to provide evidence of all staffs S ac no longer employees:
personnel records. .
. therefore, their records are not
The finding includes: - attached.
Review of the personnel records on January 16, r -7 : .
2007 revealed the GHMRP failed to provide | In the ‘future, once the personnel
evidence of five staffs personnel records. records for new employees ar_c
. complete a copy of the contents
1 874] 3519.5 EMERGENCIES 1374 wil.l _bc sent to the dcsigna?ed ‘
_ _ facility within five days of being
After medical services have been secured, each hired. This task will be
"GHMRP shall promptly notify the resident ' s imple ted , :
guardian, his or her next of kin if the resident has ;‘Z‘Pl Ten p F}{l ﬂl‘?de"mfl
no guardian, or the representative of the anager and lollowed up on by
sponsoring agency of the resident ' s status as the Residential Manager of the
soon as possible, followed by written notice and designated facility. .
Health Regulation Administralion /5™, Ny _L\‘*:i’ J )
ﬂ/(‘?:‘_'?fj\ J'/ix lljllwtﬁ !Aft D /"" L o :‘_LllTLE - i p ' (X6) DATE
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1 374 | Continued From page 1 . 1374
documentation no later than forty-eight (48) hours
after the incident. -
This Statute is not met as evidenced by:
| Based on interview and record review, the
GHMRP failed to provide evidence of the prompt
notification to a resident's guardian of the : 1374 .
resident's status after receiving medical services, - The Incident Maﬁagement Policy 0b120/07

by written notice and decumentation no later than
forty-gight hours after the incident, for one of the
three resident's (Resident #2) included in the
sample. :

The finding includes:

(5ee Federal Deficiency Report - Citation W148
and W153)

1 379 3519.10 EMERGENCIES

In addition to the reporting requirement in 3599.5,
each GHMRP shall notify the Department of
Health, Health Facilities Division of any other
unusual incident or event which substantially
interferes with a resident ' s health, welfare, living
arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notification within twenty-
four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure the Department of
Health , Health Facilities Division was notified of
unusual incidents that substantially interfered with
a resident ' s health; for one of the three residents
(Resident #2) included in the sample. .

‘was revised and put into effect on
December 6, 2006, after the
09/07/06 and 09/21/06- incident;
and after employees were trained
on the revisions. The new plan
states that the Incident

is respongible for notifying all
. persons  involved 1n  the
1379 consumer’s life. This includes
any available family - member
and/or guwardian, case manager,
attorney, QMRP, Adwinistrator,
and DOH. The IMC should,
notify each person of initial
details of the incident wvia
telephone after he/she is notified.

The IMC should then notify ench
pesson in wriungmgmm
rformoation—is—obianad and/

3 Iy

who receives the final report in §
ndays. (Also see W148 & W153)

Management Coordinator (IMC) 3y

fma—determination——of . the
medieel-pessonnel,  This practice

is  monitored by the Program -
- Director and the Administrator °

A W Q‘\L\"\Q\_Lr:j Jim

;a,/,il/l'(
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1 379 | Continued From page 2 1379
‘| The finding includes: .
[See Federal Deficiency Report Citation W153) 1379 ' _
See 1374 and W153 02/20/07
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A monitoring licensure survey was executed on -
January 16, 2007, The survey was conducted to R125
verify continued compliance with licensure t the time of the survey the 02/20/0
regulations. Six residents (three male _andthree_ ersonnel. folders were available for
| female) with varying)f degrees Of‘glsatgcvté rr:slde in view by the Department of Health
the facility. Three of the six residen ) or the employees of the facility
randomly Selected for the sample. The findings arveyed. However, the six di
of the survey were based on interviews and the . T, L s1X .lrect
review of records including incident reports. are workers noted in this deficiency
‘ ] eport were new employees and their
. ‘R 125| 4701.5 BACKGROUND CHECK REQUIREMENT | R 125 rsonnel  records  were  not
. ) ansferred to the facility from the
The criminal background check shall disclose the ain office at the time of the survey.
criminal history of the prospective employee or is was not-noted until the survey.
- contract warker for the previous seven (7) years, e contents, to include criminal
b i rpe backgroud dhecks or reeips 1o
P ! btain a final copy, of the followi
i th 8 wing
giilgfd within the seven (7) ye.ars prior tc_v e myloyees’ record are attached for
' eview: Wik, W, L. & @B
“This Stalute is not met as evidenced by: lease note that Wik & W are no
Based on the review of records, the GHMRP onger employees therefore, ‘their
' failed to ensure criminal background checks ) cords are not attached.
disclosed the criminal history of any prospective _
employee or contract worker for the previous the futu
seven (7) years, in all jurisdictions within which cords forre,n:nce thcl personnel
the progpective emplayee or contract worker has Tote W cmployees  are
workad or resided within thé seven (7) years prior omplete a copy of tl_xe contents will
to the check. - > sent to the designated facility
thin ﬁva days of being hired. This.
The finding includes: ask will be fimplemented by -the
- ersonnel Maunager and followed up
Review of the personnel records on January 16, n by the Residential Manager of the
2007 revealed that the GHMRP failed to ensure ienated Facili
esignated facility,
criminal background checks were on file and
disclosed a seven year history of all the
jurisdictions where the employee resided and
worked, for six direct care staff.
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